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Congenital Syphilis — United States, 2000 


In 1998, CDC initiated intensive efforts to eliminate syphilis from the United States. 
The following year, the National Syphilis Elimination Plan was launched with the goal of 
reducing primary and secondary (P&S) syphilis in adults to <0.4 cases per 100,000 popu 
lation. A decrease in syphilis among women of reproductive age usually is followed by 
reductions in congenital syphilis (CS) rates. CS occurs when the spirochete Treponema 
pallidum is transmitted from a pregnant woman with syphilis to her fetus. Untreated 
syphilis during pregnancy may lead to stillbirth, neonatal death, and infant disorders 
such as deafness, neurologic impairment, and bone deformities. One of the national 
health objectives for 2000 was to reduce the rate of CS to <40 cases per 100,000 live 
born infants (7). To evaluate progress toward this goal, the CS rate for 2000 was com 
pared with the rate for 1997, the year before syphilis elimination efforts began. This 
report summarizes 1997-2000 CS surveillance data, which indicate that CS rates have 
decreased substantially among most racial/ethnic minority populations and that the elimi- 
nation of CS in the United States is feasible because of the limited number of cases and 
highly focal distribution. To increase the percentage of women at risk who receive screen 
ing for syphilis during pregnancy, collaborative efforts are needed among health-care 
providers, health insurers, policymakers, and the public. 

CS surveillance data were reported to CDC from the 50 states and the District of 
Columbia. A case of CS was defined in a live-born infant who 1) manifested typical signs 
of CS or in whom T. pallidum was identified from external lesions, placenta, umbilical 
cord, or autopsy specimens, or whose mother had a syphilitic lesion at delivery; 2) was 
born to a woman with untreated or inadequately treated syphilis before or during preg 
nancy; or 3) was born to a woman with syphilis whose serologic response to penicillin 
therapy was not documented or was documented to be inadequate (i.e., less than a 
fourfold decline in titer) and had either a radiologic or cerebrospinal fluid (CSF) test 
consistent with CS or did not undergo a radiologic or CSF examination for signs of syphi 
lis*. Also included are stillbirths among women with untreated syphilis. Reported CS 
cases include congenitally exposed infants who lack clinical signs of syphilis. Rates of CS 
per 100,000 live-born infants were determined from U.S. natality data’. 

In 2000, 529 CS cases were reported for a CS rate of 13.4 per 100,000 live-born 
infants compared with rates of 14.5 in 1999 and 27.8 in 1997, a 7.6% and 51.8% decrease 
from 1999 and 1997, respectively. In 2000, CS cases were reported from 155 (5.0%) of 


*Congenital Syphilis Case Investigation and Report Form 73.126 
From the National Center for Health Statistics, Vital Statistics: natality tapes 1989-1998. 
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the 3115 U.S. counties. The rate was highest in the South (18.8) compared with the 
Midwest (9.1), the Northeast (10.1), and the West (11.8).° All states reported rates 
40 per 100,000 live-born infants, except Arkansas and South Carolina 

In 2000, racial/ethnic minority populations had the highest CS rates (Figure 1): 49.3 
among blacks, 22.6 among Hispanics, 13.2 among American Indians/Alaska Natives, and 
5.9 among Asians/Pacific lslanders, compared with 1.5 among non-Hispanic whites. Com 
pared with 1997, these rates represent a decline of 59.7% among blacks, 32.5% among 
Hispanics, 29.8% among Asians/Pacific Islanders, and 58.3% among non-Hispanic whites 
Among American Indians/Alaska Natives, the rate increased by 20%; this represented a 
change from four cases reported in 1997 to five cases in 2000 

In 2000, 83.2% of mothers of infants with CS were aged <35 years, compared with 
84.3% in 1997. In 2000, the maternal age group with the highest rate (16.0 per 100,000 
live-born infants) of infants with CS was adolescent mothers who delivered at age 


19 years. This was a decrease of 45.5% from 1997 when the rate was 29.4 
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FIGURE 1. Rate* of congenital syphilis, by year and mothers’ race/ethnicity — United 
States, 1997-2000 
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Among the 529 cases reported in 2000, 434 (82.0%) occurred because the mother 
had no documented treatment or had received inadequate treatment of syphilis before 
or during pregnancy. In 123 (28.3 of these cases, the mother received no prenatal 
care; in an additional 35 (8.1%), no information on prenatal care was reported. In 36 

} cases, the mother was treated adequately but did not have an adequate serologic 

nse to therapy, and the infant was evaluated inadequately for CS. In 30 (5.7%) 
the mother did not have an adequate serologic response to therapy, and the 
nt’s evaluation revealed laboratory or clinical signs of CS; 29 (5.5%) cases occurred 
reasons (F gure 2) 
sexually Transmitted Disease Prevention 
va nal Center for HIV, STI ind TB Prevention; and an EIS Officer, CDC 
Editorial 
States. In 2000, the number of CS cases was the lowest since the revised case definition 


Note: Substantial progress has been made in eliminating syphilis in the United 


mplemented in 1988, and all but two states met the national health objective for 
1). Rates in 2000 declined 51.8% since 1997, the year preceding the start of 
efforts. Interventions designed to prevent, detect, and treat syphilis 

yductive age may have had a substantial role in these declines. Many 
minority populations with the highest CS rates 
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ases al 1 ocal distribution; however, the cornerstone of CS 
lis and treatment with penicillin, which is 

widely available, effective, and safe for the mother and fetus (2) 
prenatal care, late or limited prenatal care, and maternal use of illicit drugs 
lated with C 5). Racial/ethnic minority populations, particularly those in 
uthern states, are disproportionately affected by CS; syphilis rates are higher among 
these populations than among non-Hispanic whites, and the use of and access to early 
and ¢ ymprehensive prenatal care Dy minority women may be limited. Limited use of and 


access to prenatal care appear to be the reasons that rates of CS are high among infants 


FIGURE 2. Reasons for diagnosis of congenital syphilis (CS) — United States, 2000 
| 5.5% 





a Jntreat nadequatel 


indocumented 


y 


naternal 


vas treated adequately 
+} > $s > 
yt have an adequate 
gic response to therapy 
Mother did not have an adequate 
serologic response to therapy and 
infant's evaluation revealed 


signs of CS 


Other 














July 13, 2001 


se women 


ations also may 


ogists reported 


reen for syphilis 
, 
te national ret 
g., uninsured 


ore Recent 


ing in pove > 
aith-care ly aetectior 
of syphilis of uninsured 
mited expansion of pret aged care and 
e programs, and de ly supported clinics 
departments, and other pr »d, racial/ethnic 
ymen and adolescents (7 

igs inthis report are su ithough the analysis 
ted by inconsistent applicat omplete reporting 
f swymptomat CS cases (8 these inted for the 
for cS 


leclines because no evidence has sugagestet 


yr reporting practices changed during this perio 
CDC recommends syphilis testing for a ages of preg 
in areas where syphilis prevalence is high high risk, testing 


All h 
very. Ali women wno 


be done twice in the third trimester, includin t deli 


1 stillborn infant after 20 weeks’ gestation should be tested. In populations in 


ommends rapid plasma reagin (RPR 


which use of prenatal care is not optimal, CDC rex 


test screening and treatment (if the RPR-card test is reactive) at the time pregnancy 
ied (9). Syphilis screening also should be of 2d in emergency departments 
>to pregnant women at high 


WsSodcK 


sons, and other settings that pr 


s (70 
ess to and use of comprehens omen anc adolescents who 
ured or covered by public insurance progr: S 3., Medicaid, migrant health 
the Indian Health Service) should be promoted by communities, health-care 


na government organizations iblic awareness should be increased 
ersistent risk for CS. Care for women with syphilis who use prenatal health 
yuld be improved by increasing providers’ adherence to screening and treat 
nent guidelines with reminders and feedback about their prenatal syphilis screening and 
treatment practices. Ongoing efforts to form and maintain coalitions to develop, imple 
and evaluate syph terventions aiso may assist in 
ng the prevalence reproductive age and, in turn 
minating CS 


i 


nadequate prer 


1999;89:557-60 





Prevalence of Hepatitis C Virus infection Among Clients 
of HIV Counseling and Testing Sites — Connecticut, 1999 
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valence of Hepatitis C Virus Infection Continued 


TABLE 1. Prevalence of antibody to hepatitis C virus (HCV) among persons tested 
for HIV at HIV counseling and testing sites not associated with substance abuse 
treatment, by injection drug user (IDU) status and selected characteristics — 
Connecticut, April-October 1999 
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TABLE 2. Prevalence of antibody to hepatitis C virus (HCV) among persons tested 
for HIV at HIV counseling and testing sites associated with substance abuse 
treatment, by injection drug user (IDU) status and selected characteristics — 
Connecticut, April-October 1999 
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The findings in this report are subject to at least three limitations. First, because 
information collected on persons from whom blood samples were taken was based on 
HIV risk factors, use of injection drugs only after 1978 was considered. Injection drug use 
before 1978 probably is a risk factor for HCV infection. Second, other potential risk 
factors (e.g., receipt of a blood transfusion before 1992) were not ascertained. Finally, 
persons seeking HIV counseling and testing in publicly funded sites in Connecticut may 
not be representative of persons seeking such services in other states. The rate of HCV 
infection among IDUs may vary by population and geographic area (4-7). 

CDC recommends identifying persons at increased risk for HCV infection to provide 
them with the opportunity for counseling and testing to determine their infection status, 
for medical evaluation to determine their disease status if infected, and for antiviral 
therapy if appropriate. Identification of infected persons also provides them with the 
opportunity to obtain information about preventing further hepatic injury (e.g., not drink- 
ing alcohol and getting vaccinated for hepatitis A and B), preventing HCV transmission, 
and reducing their risk for infection with HIV and hepatitis B virus (HBV) 

This study documents the potential for integrating services to prevent major 
bloodborne and sexually transmitted virus infections into existing public HIV CTS. Risk 
factors for transmission of these viruses are shared by populations seeking public health 
services in such sites. Offering HCV counseling and testing as part of existing programs 
may attract new clients primarily interested in hepatitis screening but who also are at 
risk for and might accept prevention services for HIV. In addition, HIV CTS can provide 
hepatitis B vaccination to persons at increased risk for HBV infection (8). Because of the 
well-established infrastructure for HIV counseling and testing in public health programs, 
expanding these services to include prevention of HCV and HBV infection should be 
feasible. Health-care providers in HIV CTS should be trained to screen actively for risk 
factors for HIV, HBV, and HCV and to offer prevention education, counseling, and hepati 
tis B vaccine to clients with risk factors. In substance abuse treatment settings, data from 
Connecticut indicate that counseling and testing for HIV and HCV should be provided to 
all clients 
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Notice to Readers 


Delayed Influenza Vaccine Availability for 2001-02 Season 
and Supplemental Recommendations 
of the Advisory Committee on Immunization Practices 


Manufacturer projections of vaccine distribution for the 2001-02 influenza season 
suggest that 49.8 million doses will be available for delivery by the end of October 2001;* 
this is approximately 26 million fewer doses of influenza vaccine than were available by 
the end of October 1999 (75.8 million doses) (Figure 1). Manufacturers also project distri 
bution of 27.3 million doses in November and December, bringing the cumulative pro 
jected total to 77.1 million doses, which is greater than in 2000 (70.4) and comparable 
with 1999 (76.8). Predictions of monthly vaccine distribution vary by manufacturer, and 
providers will probably receive vaccine on different schedules 

Because of the 2001-02 influenza season vaccine delay and the large number of 


doses projected for distribution in November and December, the Advisory Committee on 


*Manufacturers predict vaccine production Dase nticipated demand, productior 
historic and current experience with yield of v and duration of production 
of predictions may be affected by production problems such yield 
yood manufacturing practices (GMP) issues. One manufacturer that did 1 


2000 because of GMP problems has withdrawn from the market 


as strain 


FIGURE 1. Cumulative number of influenza vaccine doses, by month — United States, 
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*The numbers for 1999 and 2000 represent aggregate estimated monthly distribution of 
influenza vaccine for each of the years represented based on manufacturers’ reports 
The numbers for 2001 are projections and should be used only as a guide that represents 
the manufacturers’ best estimates as of July 10, 2001. The projected estimates could change 
substantially as production and distribution progress 
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Notice to Readers Continued 


Immunization Practices (ACIP) has developed supplemental recommendations. The goals 
of these recommendations are 1) to prioritize and phase in using vaccine for the 2001-02 
influenza season to ensure that persons at greatest risk for severe influenza and its 
complications and their health-care providers receive vaccine early in the influenza sea 
son, and 2) to increase overall protection of those at greatest risk for severe influenza and 
its complications as targeted in the Healthy People 2010 objectives (7). Persons at high 
risk include those aged >65 years; nursing home and other chronic-care facility resi 
dents; adults and children with chronic disorders of the pulmonary and cardiovascular 
systems, including asthma; adults and children who required regular medical follow-up 
or hospitalization during the preceding year because of chronic metabolic diseases 
(including diabetes), renal dysfunction, hemoglobinopathies, or immunosuppression, 
including that caused by medications or human immunodeficiency virus; children and 
teenagers (aged 6 months-18 years) who receive long-term aspirin therapy; and women 
who will be in the second or third trimester of pregnancy during the influenza season (2). 
Achieving influenza vaccination goals will require the combined actions of vaccine pro 
viders; the public; manufacturers, distributors, and vendors; and health departments and 
other organizations providing vaccine 


ACIP Supplemental Recommendations for 2001-02 Influenza Season 
Vaccine Providers 
* Providers should target vaccine available in September and October to persons 

at increased risk for influenza complications and to health-care workers. The 
optimal time for vaccinating high-risk persons is October through November 
(2). To avoid missed opportunities, vaccine also should be offered to high-risk 

persons when they access medical care in September, if vaccine is available. 

Vaccinating high-risk persons early can be facilitated through reminder and 

recall systems, in which such patients are identified and encouraged to come 

into the office for a vaccination-only visit (3). Additional information that may 

help providers implement a reminder/recall system is available at http: 

www.cdc.gov/nip/flu 

Beginning in November, providers should offer vaccine to contacts of high-risk 

persons, healthy persons aged 50-64 years, and any other persons wanting to 

reduce their risk for influenza 

Providers should continue vaccinating patients, especially those at high risk and 

in other target groups (2), in December and should continue as long as there is 

influenza activity and vaccine is available. To increase vaccination rates, health- 

care organizations are encouraged to assess their providers’ influenza vaccine 

use and provide feedback on coverage among persons aged >65 years and 

other high-risk patients (3). 


The Public 

* Persons at high risk for complications from influenza, including those aged 
>65 years and those aged <65 years who have underlying chronic illnesses, 
should seek vaccination with their provider when vaccine is available. The 
optimal vaccination period is October through November but may include 
September if vaccine is available. Unvaccinated high-risk persons should con 
tinue to seek vaccine later in the season. 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals ending July 7, 2001, with historical data 
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TABLE |. Summary of provisional cases of selected notifiable diseases, 
United States, cumulative, week ending July 7, 2001 (27th Week) 
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Provisional cases of selected notifiable diseases, United States, 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending July 7, 2001, and July 8, 2000 (27th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 


weeks ending July 7, 2001, and July 8, 2000 (27th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending July 7, 2001, and July 8, 2000 (27th Week) 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending July 7, 2001, 
and July 8, 2000 (27th Week) 
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TABLE Ill. (Cont'd) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending July 7, 2001, 
and July 8, 2000 (27th Week) 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
July 7, 2001 (27th Week) 


| All Causes, By Age (Years All Causes, By Age (Years 
P&l 











r T 


Area ieee | € |e |2s-44| 1-24 <1 ion cite | pa 


























Vol. 50 / No. 27 





Contributors to the Production of the MMWR (Weekly) 


Weekly Notifiable Disease Morbidity Data and 122 Cities Mortality Data 


MMPH 


State Support Team CDC Operations Team 
Robert Faqgar i M. Knowles 


yan A A lams 
J. Andersor 


y A. Hall 


Informatics 


Vaca 














July 13, 2001 


The Morbidity and Mortality Weekly Report (MMWR) Series is prepared by the Centers for Disease Control and 
Prevention (CDC) and is available free of charge in electronic format and on a paid subscription basis for paper 
copy. To receive an electronic copy on Friday of each week, send an e-mail message to /istserv@listserv.cdc.gov 
The body content should read SUBscribe mmwr-toc. Electronic copy also is available from CDC’s World-Wide Web 
server at http://www.cdc.gov/mmwr or from CDC's file transfer protocol server at ftp://ftp.cdc.gov/pub/Pubii- 
cations/mmwr. To subscribe for paper copy, contact Superintendent of Documents, U.S. Government Printing 
Office, Washington, DC 20402; telephone (202) 512-1800 

Data in the weekly MMWR are provisional, based on weekly reports to CDC by state health departments. The 
reporting week concludes at close of business on Friday; compiled data on a national basis are officially released 
to the public on the following Friday. Address inquiries about the MMWAR Series, including material to be 
considered for publication, to: Editor, MMWR Series, Mailstop C-08, CDC, 1600 Clifton Rd., N.E., Atlanta, GA 
30333; telephone (888) 232-3228 

All material in the MMWR Series is in the public domain and may be used and reprinted without permission; 
citation as to source, however, is appreciated 














*%U.S. Government Printing Office: 2001-633-173/48244 Region IV 





ly 
BABig PUe 
$19@)U9a’) 


jOad) ‘ejut 


6 
yu 
31C] 404 
S3DIAU3S NVWNH ONY HiT1V3H 


8. 
2 
[2B 
' & 
2. 
= 
® 
. @ 
> @ 


40 INSWLYVd30 


10°) eseas 


J} 








p8Z-D ‘ON Hue, 
GiVd $334 8 IOVLSOd 
VW SSV19-LSHIS 

















